
 

 

 
 
 
 

AUTHORIZATION OF RELEASE OF HIV STATUS 

 
I _________________________________________, give written informed consent to 

         WIC participant/Authorized Representative 

 

__________________________________________ to disclose my/my child’s HIV status to: 

           Health Care Provider 

 

 

 

 

 

 

 

 

 

 

I understand  that this information is being used to determine my/my child’s eligibility for WIC benefits. 

 

I understand that information related to my HIV status cannot be further disclosed without my written 

authorization and that all other provisions for confidentiality of test results under Maine Law, (5 M.R.S.A., Part 

23, Chapter 501, Section 19203) remain in effect. 

 

This release of information is valid for one (1) year from the date entered below. 

 

 

WIC Participant’s Name ____________________________  Date of Birth ______________________ 

 

________________________________________________  ____________________ 

WIC Participant/Authorized Representative’s Signature  Date signed 

 

_________________________________________________ 

WIC Representative’s Signature 
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Local WIC Agency: 


